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Problems of Handicapped Children in Military Communities Overseas
Colonel T C R Archer (Royal Army Medical College, London)
General Considerations
The words 'military communities overseas' have been included in the title because the local education and health authorities of the United Kingdom care for army children at home in a manner similar to the remainder of the population. But, as will be seen later, the register of handicapped children maintained by the army covers them from the time of registration until the age of 16, wherever their parents are serving, at home, or overseas.
The returns for 1967 (Table 1) show that registered handicapped children form a little over 1 % of the school populations of both the United Kingdom and the army overseas (Institute of Army Education 1968, unpublished, Department of Education and Science 1968) . However, the experience of padiatricians and psychiatrists indicates that the proportion of children requiring assessment is much higherperhaps 10-15% of the total. This coincides with estimates quoted by Segal (1967) that 5-7% of the school population required education in special schools, or in special classes in normal schools; and that a further 9 % are educationally subnormal and require special education of some kind. If these two percentages are taken together, to make a total of 14%, they indicate figures of about 1,250,000 for the United Kingdom and 8,500 for the army. It seems that the true size of the problem is very much greater than the register indicates. A proportion of the children will not be placed on the register because they do not require the special educational facilities which registration immediately confers. At present the register is used primarily to ensure the continuous follow up of those children who require special educational treatment in special schools.
The handicaps of the 719 children on the army register are set out in Table 2 ; the distribution resembled the national average. Educationally subnormal children comprised just under 50 % of the total and severely subnormal just over 20%, thus accounting for 70 % of all handicapped children on the register.
These 719 children belonged to 666 families. Approximately 30 families had two handicapped children, and a few families had morethe maximum being a family of 6 children of whom 5 were on the register. Of the total, 431 (60 %) were boys and 288 (40 %) were girls. Ages ranged from just under 2 years to just under 16, with the greatest number in the age group 9-11 years.
Comparison with earlier years indicates that the general trend is for the incidence to increase, as with the national figures. Cases added to the register approximate to 130 annually, while the number removedusually because the child has reached the age of 16-is about 30, giving a net annual increase of about 100. It is suggested that most of the increase is due to the improved facilities in the army for identifying and treating these children.
The proportion of cases in the various categories of handicap has shown some changes recently. Fewer blind and partially sighted children have been notified, while more deaf and partially hearing children are being registered. This increase is probably due to the increasing use of audiometry in the examination of children. Table 3 shows the distribution of the 719 children on the register in various educational establishments. It is interesting to see that: 9-2% of the children were being educated in ordinary classes in schools in UK; 16 8 % were abroad with their parents, either attending the local army school or having no schooling at all (the latter case was probably the situation so far as the 20 severely subnormal children were concerned); 6 8 % were awaiting places in UK special schools or institutionsa situation rather better than the national average in the UK. In 1967, 15% of all handicapped children in the UK (13,223) were awaiting places, and about a third of these (4,562) had been waiting for more than a year.
Identificationi and Registration of Handicapped Children
The procedure for identification and registration of handicapped children in army families resembles that of civil life. In the case of the preschool child the abnormality is first observed by parents, family doctor, or SSAFA sister (who is the army's equivalent abroad of the civil health visitor, school nurse and district nurse, and is to be found in every service station). The abnormality is then confirmed by the appropriate consultant, usually the pediatrician or psychiatrist in charge of child psychiatry.
An abnormality arising in a school child is usually first noticed by the teacher. Such cases may be referred to the family doctor or, if it appears that the child's intelligence requires assessment, to the educational psychologist or army health specialist.
If it is considered that the child should be registered as handicapped, this is initiated by the family doctor and the army health specialist or the psychiatrist in charge of the child psychiatric clinic examining and reporting on the child. Because of the possibility of a co-existing mental defect the mental status is investigated in all cases where physical handicap is established. The documentation employed follows that used by UK local education authorities.
All reports are then referred to the Chief Army Health Consultant and the Education Officer of the Army Command, who decide whether the child should be registered or not. If registration is agreed, then all papers are sent to the Institute of Army Education at Eltham, near London, and the particulars are entered in the army handicapped children's register, which contains the names of both school and pre-school children.
Arranging Special Education Arranging special education or care for handicapped children is very much an individual matter, especially in the army. The needs of both the individual and his family must be known and assessed. The nomadic character of army life and the need to keep families together wherever possible makes the provision of special educational facilities more difficult than in civil life. Overseas: For a child living with his parents overseas there are a number of ways of providing the necessary special education required. Special tuition in a normal school, either individually or in a special class, may be available for a small number. The limiting factors are that it is obviously not suitable for certain children, such as the blind or partially sighted; and that there is lack of sufficient money and teachers to provide a comprehensive service. At present an army school of 200 or more children attracts one remedial teacher. But this means that a school of 500 pupils (and there are quite a number of this size in BAOR alone) attracts only one teacher who, in theory, should teach all handicapped children; in a school of 500 this might amount to 50 pupilsan impossible task. Special schools overseas: With the exception of one remedial unit of three teachers attached to a primary school in Munster, Germany, there are no special schools abroad. (The remedial unit in Munster has a dual function: to provide remedial education, and also to provide training in this subject for ordinary teachers in BAOR who attend courses at the unitan instance of selfhelp by the BAOR Education Service.) The relatively small numbers of teachers involved, and their scatter, make this solution impracticable except in big centres of army population.
Differences in language and culture preclude the use of foreign facilities abroad for British children except the occasional use of day training facilities for young children classed as severely subnormal.
In spite of the difficulties mentioned above it is apparent that special education in an ordinary school overseas is the best solution for the majority of handicapped children, and an attempt is being made to increase these facilities as and when resources become available.
In the UK: Special education means a return to UK for the majority of registered handicapped children, sometimes alone, or with one parent and, in rare cases, with both parents.
Working in close liaison with the Army Health Directorate of the Ministry of Defence, the Institute of Army Education (IAE) has to find suitable places for such children, relying for this purpose on the generosity of local education and health authorities all over the UK. These authorities are most helpful in making available places for army children in their own special schools, training centres, and hospitals; and, in the case of local education authorities, in paying the fees for places found for army children in fee-paying independent special schools.
Once a child is on the register, IAE supervises his education until the age of 16. If the parents return home IAE helps in re-arranging special education facilities. Army record offices give prior warning to IAE when parents are being posted overseas so that new arrangements for special education can be made in reasonable time before the posting takes place. UK special schools: Most of the places found in UK special schools are in boarding establishments. The parents continue abroad and the child joins them for two school holidays a year at public expense. A drawback found by many parents is that, for the remainder of the holidays, including half-term holidays, the child has to go to guardians in UK, often elderly grandparents who find it difficult to cope with the children.
As an alternative, the child's mother may remain in UK, where the child may attend a day school or training centre. This entails the father serving abroad unaccompanied. Although often the only solution, it is obviously not ideal, especially if there are other children in the family who thereby lose a father for long periods.
Experience shows that the case of each family faced with this dilemma must be examined individually, considering the needs not only of the handicapped child but also of the remainder of the family. A number of families prefer to keep a severely handicapped child with them overseas rather than split the family or leave the child with strangers at home. This is especially true in cases of severely subnormal children; 20 out of the 156 on the register were notified as being overseas with their parents.
Generally it takes six to nine months to place a handicapped child in a local authority special school. Some categories, such as the blind and partially sighted, are easy to place, whereas others, such as the maladjusted, are extremely difficult; it is almost impossible to place the maladjusted teenager.
It is important to ascertain and register severely handicapped children at the earliest possible age, because places in special schools are progressively more difficult to obtain as age increases.
Placement of severely suibnormal children: It may be difficult to place a severely subnormal child. Normal civil provision in a day training centre usually means that the child and mother must remain at home, or the child live with relatives. The alternative is a hospital for the subnormal where places may take anything from two to five years to obtain; and even when a place is found, the sombre atmosphere of some of these hospitals makes some parents unwilling to accept them for their child. Thus, in spite of the fact that educationists find it better for severely subnormal children to have some form of education rather than none at all, 20 out of 156 severely subnormal children registered were with their parents overseas. Another problem faced by army parents of severely subnormal children is that they must pay from their own pockets anything from a third to half of the fees, which may total £1,000 per year, of any child in a private institution.
Speech defect: The army child overseas with a speech defect requiring speech therapy poses a much bigger problem than his civilian counterpart. Outpatient sessions like those run by local authorities in UK are not practicable unless one of the wives on the station happens to be a speech therapist. In BAOR, for example, the most the army can do is to provide two speech therapists and arrange for patients and parents to travel very long distances to see them. This has not proved satisfactory, and in one case the whole family had to be returned to UK to the unit whence the father had come, in order that his daughter should have speech therapy.
Effect on the mother: Handicapped children impose great mental strain on their parents, especially the mother. In a number of cases it is sufficient to cause emotional breakdown, and this is more likely to occur where there is a long wait for special educational facilities for a severely handicapped child. The husband may also find things too much for him, and cases of family desertion by the father are not unknown.
Conclusions
The service for the army handicapped child has grown from nothing to a very active and beneficial organization in a relatively short time. But there are indications that, as in civil life, much more provision will be necessary in the future. Perhaps the best method for the army to adopt in the future will be to provide more facilities for special education in its own schools overseas. Provision for the ineducable (SSN) is probably the most difficult of the problems, and, if necessary, parents should be afforded financial help to obtain it, as happens for the child requiring special education.
A more generous policy on holiday travel would be beneficial to parents of handicapped children.
Great credit is due to the Institute of Army Education and the Army Health Directorate for the way in which the present excellent service has been built up in what is, at the best of times, a difficult field of endeavour. In this connexion the work of Major W G Russell RAEC (Retd) deserves special mention. His help in the preparation of this paper is also gratefully acknowledged. (1968) Prevention and case-finding of handicap begins at the antenatal clinic, for example, in cases of Rhesus incompatibility. Although the army medical services are now seeking to reduce the number of affected babies by the immunization of Rhesus negative women after birth of the first child, the problem is still with us.
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Infants of low birth weight are a larger source of babies at risk of handicap. Table 1 shows the number of infants born in army hospitals overseas in 1967, and the number of low weight infants, which is in a proportion close to that for England and Wales. The need for 'at risk' registers is perhaps less than in civil life, because almost all infants born in military communities overseas are delivered in hospital, and those at risk can be passed directly to the care of the pediatric outpatient department from the neonatal nursery. Those smaller army hospitals where there is no pediatrician on the establishment, are visited by Command Consultant Pediatricians, who hold regular outpatient clinics and visit at any time to see acute problems.
The smooth working of this follow up is illustrated by the fact that the only two cases I can recall in which the mother was discovered to have at home a premature baby whose care was grossly inadequate did not originate in military hospitals. In one case, the very small premature infant was born in a National Health Service hospital, and when the mother was discharged, she went out to join her husband in Germany. On reaching a safe weight, the infant was discharged from the hospital to a foster mother, until the mother travelled from Germany to collect him. There was no communication from the local authorities to the army medical services. Some weeks later, the district nursing sister in the British Army of the Rhine (BAOR) discovered a rather deprived and backward premature infant in the parents' home, and referred him to the local army hospital. The second somewhat similar incident concerned a mother who was delivered as an emergency in a local German civil hospital. The rarity of these incidents ieflects the close watch that the highly qualified health visitors of the Soldiers', Sailors' and Airmen's Families Association (SSAFA) keep on their scattered communities.
As most infants are discharged from overseas military maternity units before ten days of age, the necessity for testing all infants for phenylketonuria placed a considerable strain on these hard worked SSAFA sisters. Following a successful pilot trial designed by Major E S Parry in two military hospitals in England, army-wide adoption of the Guthrie blood test, carried out in maternity wards on the sixth day of life, has been agreed (E S Parry 1968, personal communication).
In following up the infants at risk the army pediatricians test for deafness by simple clinical methods such as those of Sheridan (1958). Audiometry suitable for children from about 4 years of 
